The effect of the use of discretion on occupational therapists' professional identity could be explored. As the present study shows, these issues continue to be relevant to allied health professionals as a result of the current policy context. At the time of writing, health professionals in the UK had their decisions monitored through the use of targets, while working in a climate of shrinking resources; as a result, there was a significant reduction in frontline staff (COT 2011) . This article explores the use of discretion among CMP staff and its effects on professional identity. In the absence of a body of literature on the use of discretion by occupational therapists, the reported research contains valuable lessons which may be translated into contemporary occupational therapy practice.
Literature review
Occupational therapists' professional identity
The professional identity of occupational therapists is less well defined in comparison to some other professions (Fortune 2000 , Watson 2006 , Mackey 2007 . This has been attributed to: the lack of a shared understanding of the 'history, purpose and nature of their role' (Fortune 2000, p225) , as evidenced by competing definitions of the role over time (Fortune 2000) ; the absence of a shared belief system (Kinn and Aas 2009) ; working as part of multidisciplinary teams (MDTs) (Mackey 2007) ; variations in the discipline internationally (Watson 2006) and an increase in local management practices in recent years, resulting in different practices within and between organisations (Lloyd et al 2004) . Fortune (2000, p226) concluded that occupational therapy is a discipline in a state of change, suffering somewhat of an 'epistemological crisis', and thus may lack a common group identity.
Despite this, Kinn and Aas's (2009) research found that occupational therapists believed they had skills that other healthcare professionals did not, and also that they valued their contribution to a MDT highly, although they felt undervalued by other professionals. However, these opinions might be seen as an attempt to create an acceptable narrative of self (Giddens 1991) . In the absence of a strong group identity, occupational therapists may use their own moral values more strongly to create a professional identity (Watson 2006) .
Whilst the research evidence highlights the potential for a weak professional identity within occupational therapy, the CMP can be seen as an example of a service in which occupational therapy played a leading role, and where other health care professionals performed a secondary role (Rose 2008) . Furthermore, within this role, clinicians were allowed a high level of clinical discretion and autonomy within local managerial structures, enabling them to draw on their skills and knowledge (Lindsay and Dutton 2012) , that may have resulted in a flourishing professional identity (Mackey 2007 ).
Occupational therapists' use of professional discretion
The Oxford English Dictionary (2012) defines discretion as 'the freedom to decide what should be done in a particular situation'; the present study focused on the practice of using such freedom within a professional context. Lipsky's (1980) classic study of street-level bureaucracy, as he termed it, found that public workers had no option but to use discretion within their day-to-day practice. The need for discretion was based upon several factors: the need for quick, face-to-face, decisions; inadequate resources (including time) and unclear or conflicting organisational policies. Accordingly, Lipsky stated that public workers become 'policy makers' because of the need for discretion in their work (Lipsky 1980, p13) .
There is a dearth of literature focusing explicitly on occupational therapists' use of discretion, and a limited evidence base in relation to healthcare professionals more generally (Exworthy and Frosini 2008) . However, there is a relatively strong literature on nurses' use of autonomy. Due to the gap in literature focusing upon occupational therapy and discretion, the issue of clinical autonomy was considered in relation to nurses, with inferences made in relation to occupational therapists. This is appropriate where a lack of evidence exists in relation to occupational therapists; both nurses and occupational therapists are healthcare professionals who are required to study for a degree and register with a professional body in order to become a qualified clinician, and similarities between the two roles have long been acknowledged (for example, Grove 1988) .
Research on nurses' use of discretion has found that the extent to which policies and procedures are adhered to is dependent upon a number of factors. These include: the clarity of guidance and existing local practice (Bergen 2005) ; the need to meet institutional objectives and the (in)adequacy of resources (Exworthy and Frosini 2008) and nurses' own beliefs concerning the most suitable way of supporting patients' needs (Wells 1997) . The concept of not adhering to a policy because it does not fit with a nurse's sense of the best course of action for a patient was described by Provis and Stack (2004, p5) as a 'dimension of ethical obligation' that could be influenced by individual circumstances and nurses' personal relationships with patients.
Whilst it is possible that occupational therapists may have ordinarily faced similar constraints to nurses within mainstream NHS services, the policy context of CMP may have resulted in atypical levels of freedom. Although CMP staff members were employed by the NHS, the programme was funded by the DWP. Funding levels were generous, allowing staff to hold low caseloads, and thus adequate resources could be said to have reduced the likelihood that discretion would be needed. However, it was also possible that, under DWP rules, CMP staff could face new challenges to their autonomy, and these may not have fitted well with the concept of providing the best course of support for clients. In order to facilitate innovative practice, the DWP's Memorandum of Understanding, upon which CMPs were designed, deliberately had few mandatory requirements. The few guidelines dictated that CMP interventions should be short term (less than 16 weeks), targeted at the three most common causes of incapacity benefit claims (minor mental health conditions, musculoskeletal conditions and cardiorespiratory conditions) and were not replicating existing services.
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Aside from this, CMPs were able to use any methods to support incapacity benefit claimants to better manage their health condition. It is possible that, as an occupational therapy led service with very high opportunities for discretion, occupational therapists working within the programme could experience a strengthening of their (relatively) weak group identity. Alternatively, a lack of clear guidance could have a negative effect on identity. As such, this research aimed to provide evidence of the use of discretion by occupational therapists. Furthermore, the impact of such discretion was examined in terms of the occupational therapists' professional identity, both as individual clinicians and as a part of a MDT.
Method
At the time of the research, the delivery of Pathways to Work in Wales was divided into six delivery districts; due to access restrictions, the research took place in only two of these areas. The data here related to in-depth interviews that were conducted with CMP staff members during the summer of 2008, who included occupational therapists, managers and other allied health professionals. The primary research question during the fieldwork phase was 'What discretion do CMP staff have within Pathways to Work?' This question was supplemented by secondary questions, such as: 'Why, when and how do they choose to use this discretion?' and 'What impact does the use of discretion have on professional identity?'. Following a review of existing literature on CMPs, occupational rehabilitation and discretion, an interview topic guide was created (see Table 1 ). The topics focused on the way in which CMP staff performed their role in order to understand the ways in which they experienced barriers and facilitators to their autonomy in the course of their work, rather than explicitly asking about how they used discretion. After initial discussions with the (non-clinical) managers of two CMP programmes in Wales, a research protocol was written and approved by the Wales Multi-Centre Research Ethics Committee (reference number: 08/MRE09/28). sampling tends to assume the researcher will have a large degree of control over who is selected to participate in their research. However, in this case, precarious access arrangements precluded the researcher from having control over sampling in the first study site (CMP1): from a general statement of the purposive sample desired, the programme manager selected staff to be invited to participate. The sample was representative of the programme's staff in terms of participants' clinical backgrounds and included all senior staff. Such deviations from expected norms during research are now widely acknowledged (for example, Coffey 1999, p39) and can be seen as part of the process of undertaking research with groups who are hard to access.
Within the second study site (CMP2) participants were selected using an opt-in approach. All staff members attended a routine staff meeting, during which they were told about the research project and had the opportunity to ask questions. Staff members were then given the opportunity to nominate themselves to participate by email, telephone or in person. A purposive sample was selected to reflect the range of clinical staff, and this mirrored the sample in CMP1. The different sampling strategies in the two field sites occurred as a result of the interaction between the researcher and gatekeepers, in this case CMP managers.
Informed consent was obtained from all CMP staff, and interviews were conducted in private rooms at the head office of their CMP between June and August 2008. Interviews varied in length from 40 minutes to slightly over 1 hour. The interviews were audio recorded and then fully transcribed. Transcripts were initially coded by hand to identify key themes before being uploaded to ATLAS.ti 6 for further thematic analysis. In order to ensure anonymity in a small community of health professionals, staff members were provided with pseudonyms, with female names allocated to all staff, regardless of their gender. Furthermore, the geographical area in which the programmes were situated was not disclosed.
In total, 13 staff took part in in-depth face-to-face interviews (six staff from CMP1 and seven from CMP2). Participants included the two non-clinical programme managers, six occupational therapists (two clinical leads and four occupational therapists), two occupational therapy assistants, two physiotherapists and one nurse. The staff at the CMPs had a wide variety of clinical experience (Table 2) ; this is relevant, as experience can be related to feelings of competence and professional identity.
Data analysis
Initially, the transcribed accounts of interviews were coded by hand for key themes. In order to facilitate a thorough analysis of the data, Miles and Huberman's (1994) three-stage strategy for analysing qualitative data, which advocates viewing data analysis as three inter-related stages: data reduction, data display and conclusion drawing, was adopted. This was facilitated by the use of ATLAS.ti 6 software as a data management tool. Having fully coded the transcripts within the software, data not relevant to the research questions were removed 
Participants and data collection
In both study sites, the majority of the programme staff and the clinical leads were occupational therapists. However, in order to understand the way in which the CMP functioned, a purposive sample that included managers and other members of clinical staff was selected. The literature on
The effect of the use of discretion on occupational therapists' professional identity from further analysis by printing full lists of coded data from ATLAS.ti 6 and then placing quotations into tables in order to perform data display. Following the early stages of analysis, findings were reported at the team meeting of one of the CMPs (CMP2). All participants attended this session, and agreed that the findings were consistent with their experiences. The other CMP (CMP1) declined to participate in a similar feedback and reliability exercise; this was due to time pressures and a lower level of engagement in the research.
Findings
These findings discuss the ways in which occupational therapists used discretion within their roles. Firstly, by comparing challenges to the occupational therapists' discretion imposed by clinical leads and the DWP and, secondly, through noting opportunities for occupational therapists to use discretion within the programme and comparing these to interviewees' experience of working in mainstream services. Finally, occupational therapists' views of other members of the MDT are noted, as the occupational therapist's role within a MDT has been related to the strength of their professional identity. The role of identity is considered in relation to these themes throughout.
Challenges to occupational therapists' discretion within CMP Occupational therapists faced two main barriers to their discretion within the CMP: the need to make decisions as part of an MDT as opposed to acting as an independent clinician, and the requirement to provide a service based on DWP guidelines. These constraints may have an impact on the occupational therapist's professional identity. Within both CMPs, a MDT meeting occurred on a weekly basis, the purpose being to decide which claimants should be accepted onto the programme following a one-to-one initial assessment with an occupational therapist; interviewees discussed these meetings at length. During the MDT meeting, the occupational therapist who had undertaken the initial assessment would present the claimant's history and a debate about the suitability of CMP for the claimant would follow. These discussions were described as potentially lengthy by three of the occupational therapists interviewed: 
Aimee Grant
Those discussions can take five minutes or they can take half an hour, but it takes as long as it takes and it is a whole team decision (Jessica).
Moreover, Rhian described a culture that ensured all staff members were able to share concerns, in which: … individuals are allowed to challenge and question (Rhian).
All staff agreed that the decision of whether to accept a client was taken by the team, rather than by individual clinicians. Jessica stated that this was in order to protect staff: … the practitioner doesn't have to take responsibility for that decision alone (Jessica).
On the other hand, Grace, a nurse, stated that her knowledge of medication, which she felt the occupational therapists lacked, was essential to ensure unsafe prescribing was noticed by the MDT. Whilst shared decision making can be seen as a constraint upon individuals' discretion, members of the teams valued this safeguard and respected the views of their peers.
Moreover, Jessica noted that the discussions could be difficult. For instance, as in discussing a situation where the occupational therapist who had undertaken the initial assessment felt strongly that a claimant would benefit from participation in the CMP, despite needing an intervention over a longer term than the CMP was allowed to provide under DWP rules. These claimants were signposted to alternative services, but this was not always a comfortable decision for occupational therapists, who had begun to develop a therapeutic relationship with claimants. It was not possible to estimate how often this occurred, or if some occupational therapists experienced challenges to their decisions more often than others. This may have had an impact upon the occupational therapists' group identity.
Although interviewees valued the constraint imposed by the team method of assessing clients, this was in contrast to some of the constraints placed upon the service by the DWP, which were viewed as illogical and unhelpful. One area that occupational therapists found frustrating was that the service was unable to accept referrals from outside Jobcentre Plus: … we've done so well in promoting our service in so many areas and there is so much need for this, so we're having a lot of contact from the mental health services. So we're averaging a couple a week at the moment … It would be fantastic [if we could accept these clients]. But, at the moment, it's being funded by the Department for Work and Pensions, so that's simply not going to happen … (Rachel).
Although the service was explicitly funded with the aim of returning incapacity benefit claimants to work, local managers played an important role in the implementation of the programme. For example, the clinical leads of the two services held differing views on the importance of a work focus in CMP: one manager felt it was very important that the programme should focus on returning clients to work, and the other felt that the programme should not. The tension in providing an overtly work-focused service was seen in the interviews with the other occupational therapists: Rhian, for instance, felt it 'very important' that the service was not explicitly focused on work. Regardless of the individual's stance on work, it was clear that many staff members valued the freedom of working within CMP, including the opportunity to focus on work within the programme if desired. This was in contrast to mainstream NHS services, where there was not always time to 'focus on the occupational side of it' (Sophie).
Opportunities for occupational therapists to use discretion within CMP As part of the MDT meeting, a 'management plan', or 'treatment plan' would be drawn up for each client. These terms were used interchangeably by staff, despite the fact that CMPs were explicitly not allowed to provide treatment as stipulated in the contract with the DWP and were, instead, supposed to facilitate the 'management' of health conditions. This conflict in the language used by staff reflects the wider tension within the service of providing a DWP service through the NHS. Moreover, it also hints that the allied health professionals continued to treat clients using ideals founded in their training and previous roles in mainstream NHS services, demonstrating a commitment to the traditional identity of occupational therapy. This can be seen as evidence that the identity of these occupational therapists was already strong prior to working within an occupational therapy led service.
Interventions in both services included core modules such as pain management, relaxation and anxiety management. These intervention sessions, however, did not follow a prescribed format, and staff members were able to tailor the intervention in response to claimants' conditions and goals. For example, Rhian noted that the use of pre-prepared course materials was not suitable with every client: I had a client … who was very depressed … so I decided not to use any of the written material with him at all because it was blatantly obvious it wasn't going to work … it just wasn't going to make any sense to him … he was just too low (Rhian). Furthermore, when a husband and wife were being seen separately by occupational therapists from one service, Rachel decided to offer them 'family therapy', despite strong reservations from other members of the team: … there were huge outcomes for the whole family … It was really exciting, because my colleague, who I was working with … was quite negative when I suggested it, but I was thinking 'I'm sure it would work'. And it did … (Rachel).
Whilst some constraints were imposed as a result of being funded by the DWP as opposed to the Department of Health (DH), Jessica noted that the funding relationship could also be beneficial:
We are financed by the DWP, not the DH, so within that we are not subject to some of the targets that other departments are. So, like regarding therapy in Wales, they are subject to Therapies Waiting Times targets … so you could suggest that [when you are funded by the DH] you are compromising quality to ensure that you see the right amount of people within the right amount of time … (Jessica).
The effect of the use of discretion on occupational therapists' professional identity
In addition to discretion in terms of the content of the intervention, both CMPs provided some support to clients beyond the 16-week maximum mandated by the DWP. For example, in CMP1, a small amount of telephone support was available for clients who had left and were concerned that they might experience a relapse. In CMP2, this rule was more explicitly challenged. The clinical lead, Jessica, stated that some people were seen for longer than 16 weeks, but that this was both necessary and excusable: I think, ethically, you can't always discharge some people after 16 weeks … but I look at it as a bell curve: the majority of our people fall within the range, some people fall out really quick and others take longer. Providing there is a reason that has clinical reasoning behind it, I'm happy … (Jessica) Rhian agreed that this was the case as long as: … we can clinically justify it to our managers and our clinical lead. Sophie suggested that CMP allowed 'a bit more freedom' than mainstream services. For example, she felt she was able to 'do a lot of stuff about joint protection … in terms of promoting it for the future' that she would have been unable to do within her previous NHS role, due to time constraints. In general, however, the flexibility afforded to staff was viewed as something that they expected to be automatically afforded as a result of their professional status and previous roles where they felt that they had worked as autonomous clinicians. This shows that pre-existing professional identities had an impact upon the occupational therapists' expectation of autonomy within the CMP, and thus a strong professional identity may have influenced the level of discretion clinical leads felt able to give occupational therapists within the programme.
Occupational therapists' views of other members of the team
Claimants were referred to the CMP via forms completed by Jobcentre Plus personal advisors. Jessica stated that the information received was often not clinically accurate and that inappropriate claimants were often referred: … you have to remember they are not health professionals, they are Jobcentre staff … (Jessica).
Her statement highlighted her belief in the expertise of allied health professionals within the team, as opposed to nonclinical staff. In addition to this, several clinicians stated that should the CMP be continued in the future, it would be essential for service quality and claimant safety that it continued to be delivered by clinically trained staff, and that occupational therapy assistants continued to receive adequate supervision. Occupational therapists in the study cited their previous experience in NHS mainstream services and their degree-level training as preparing them for the role, and that they were expert in knowing how to support this hard to reach group of claimants. This strong belief, which was founded on their previous experience, is crucial in understanding the strength of professional identity within the service.
Whilst the occupational therapists often described their own skills, they highlighted skills that other members of the MDT had which they did not. For example, Megan noted that the occupational therapy technicians were more able to support clients to find work because of their strong community links: … some of the OT techs have got links with voluntary agencies and places like that and they might know where somebody has got a job and things like that, so I would rely on their expertise for looking into that (Megan).
Megan's comment shows a confident approach that acknowledged that an occupational therapist may not always be the most suitable clinician to work with a client. She did not appear to feel professionally challenged by the use of unqualified occupational therapy staff.
Hannah, an occupational therapy assistant, stated that occupational therapists' familiarity in clinical settings removed them from the reality of clients' experiences: … having been working in the factories and things, that element is quite useful I think, whereas some of the clinicians have worked in a hospital environment, that's their area of expertise but mine is more about … you know, it's like going onto somebody else's patch … I think when you work in the community you get a bit of understanding from clients. So in my case, I've suffered a health condition I've had to deal with it, assess it, deal with it, move on. So you do get a bit of respect because you have been in that position (Hannah).
Thus, it can be seen that both occupational therapists and occupational therapy assistants noted the distinct differences in their roles, with Hannah noting that her 'expertise' was, in part, based on reflecting upon her own situation as opposed to training or clinical experience. This can be seen as likely to result in two very different senses of identity: while the qualified occupational therapist self-identified as a professional, the occupational therapy assistant identified common ground with clients, and used that to support their work with clients. In addition to this, the clinical leads of both services were keen to note the value of having a large mix of skills in their team, through employing physiotherapists, nurses and cognitive behavioural therapists as part of the MDT. No mention of this value was made by other occupational therapists during interviews. This could indicate that the occupational therapists' sense of identity was so strong that they did not note the importance of other allied health professionals. However, it could also suggest a weak identity, with a need to justify the importance of their discipline.
Discussion
In previous research into CMPs, elements of professional discretion had been identified (see for example, Dutton 2010, 2012) . This, however, had not been extended to an analysis of how such discretion related to the existing Aimee Grant literature, or its impact upon professional identity. The literature on occupational therapy and discretion identified that the discipline did not have a clear, defined role that differentiated strongly from other healthcare professions (Mackey 2007) . However, within both research sites, the multidisciplinary service was founded upon models utilised within occupational therapy and underpinned by experienced occupational therapists. During interviews, occupational therapists referred to their training and experience in previous (mainstream) roles, and it may be that these occupational therapists already had a strong professional identity. In fact, the clinical leads may purposely have recruited occupational therapists with a strong identity, resulting in the strength of identity within the service. Alternatively, in utilising a shared understanding of what occupational therapy should be and which therapeutic models should be adopted, which may not have been found to the same extent in mainstream NHS services, the professional identities of occupational therapists in the study became strongly defined (Fortune 2000) . Mackey (2007) identified that working in a MDT could weaken professional identity; however, as both CMPs studied were led by occupational therapists, and occupational therapists' identities appeared to be strong prior to working for CMP, negative effects for identity did not appear to be linked to this. Moreover, few managerial controls were imposed on occupational therapists, and this can be seen as having a positive effect on their professional identity (Lloyd et al 2004) .
As a result of the political attention focused on incapacity benefit claimants, DWP funding provided generous budgets, allowing staff to hold low caseloads compared with mainstream services and have considerable flexibility within service design and implementation. This, however, should be seen within the context of having a staff of highly experienced occupational therapists (7-27 years' experience). Literature from education has shown that the professional identity changes with experience (Beijaard et al 2004) , and more junior occupational therapists within other CMPs struggled with such high levels of autonomy (Barnes and Hudson 2006) . As such, the effect of professional experience on the desirability of discretion and professional identity is not unique to occupational therapists.
It has been shown that levels of discretion used by occupational therapists within the service were very high. However, comparing the occupational therapists' work environment to the literature on nurses' use of discretion within mainstream services largely explains this. CMP clinical staff had low levels of guidance on how they should perform their role (Bergen 2005) , no need to meet targets, few budgetary constraints (Exworthy and Frisoni 2008) and strong beliefs from their previous employment concerning the most suitable way to support clients (Wells 1997) . The high professional status that interviewees reported was linked strongly to their training and previous occupational therapy experience. It is possible that the occupational therapists who were recruited to work for the programmes were selected because of their existing strong professional identity. This strong occupational identity that the participants reported resulted in tensions when the DWP Memorandum of Understanding imposed conditions upon their discretion, which was seen as challenging their professionalism. Participants directly linked this conflict to a lack of perceived legitimacy in DWP decisions, as they did not always appear to derive from evidence-based practice, and were not made by allied health professionals but by civil servants. This was in contrast to ways in which the decisions of the clinical lead imposed constraints on occupational therapists, which were seen by participants as legitimate and helpful.
Whilst the CMPs have now been disbanded, as a result of their low cost effectiveness in returning claimants to work, (National Audit Office 2010), this research provided an insight into occupational therapists' use of discretion as part of a MDT within a novel environment. However, the research contained a small sample of six occupational therapists, who noted that their roles were very different to mainstream NHS occupational therapy roles. Moreover, the two CMP study sites were both managed by the NHS while, in other areas, the programme was delivered by the private sector, as an outcome of the tendering process for the contracts. This has particular relevance for discretion as, unlike the NHS programmes, the private sector CMPs were given targets by the DWP and the providers were paid based on their performance. It was not possible to gain access to a privately managed CMP, and it is possible that the opportunities for occupational therapists to use discretion in these sites would have been constrained considerably by their need to meet targets. Consequently, the findings of this study cannot be generalised to other roles that occupational therapists are engaged in. As such, the strong contribution of occupational therapy within the CMPs should not be used as evidence to refute Fortune's (2000) assertion that occupational therapy is facing a crisis regarding its professional identity. In order to gain a wider understanding of the use of discretion and its impact on the professional identity of occupational therapists, it is necessary for research on a larger scale to be conducted within a mainstream environment. Moreover, increasing discretion, which can require occupational therapists to use innovation in their work, could strengthen occupational therapists' professional identities.
Conclusion
New Labour's Pathways to Work policy introduced a variety of choices for incapacity benefit claimants in order to facilitate a return to work. The most novel of these was the CMP. In both research sites, the CMP was provided by the NHS, and was largely staffed by occupational therapists. Previous research had argued that occupational therapy was a discipline with a less strongly defined collective professional identity compared to other healthcare professions. Accordingly, it was anticipated that working within a team underpinned by occupational therapists and with a strong focus on rehabilitation, occupational therapists' sense of professional identity should be The effect of the use of discretion on occupational therapists' professional identity strong, as their role within the team would be clearly defined, and thus a common group identity may have been shared (Mackey 2007 , Fortune 2000 .
The data presented in this article examined the views and experiences of 13 CMP staff, comprising six occupational therapists and two occupational therapy assistants. The occupational therapists had a large amount of clinical experience, and all staff reported that they felt qualified to work in their current role. It is possible that a pre-existing strong professional identity may have resulted in a decision for these occupational therapists to work for the service. Within the (now disbanded) CMP, there were many opportunities for occupational therapists to use discretion, and staff responded well to this. Autonomy was constrained in two ways: via management and clinical leads, including the decision to accept or reject claimants being made by the entire team, and via the Memorandum of Understanding with the DWP. In practice, both constraints were implemented by managers and clinical leads but while, on the one hand, challenges to autonomy introduced by the CMP management team were seen as helpful and in the clinicians' best interests, on the other, the confines imposed by the DWP were resented for their lack of clinical reasoning. Thus, the occupational therapists' strong sense of professional identity resulted in a sense of legitimacy being awarded to the decisions of more senior occupational therapists, which was not transferred to those who did not appear to have appropriate expertise.
For occupational therapists working today in UK public sector health and social services departments, Lipsky's (1980) theory can be used to suggest that the combination of decreasing budgets and frontline staff, accompanied by increasing targets, would place increased pressure on occupational therapists and allied health professionals to use their discretion, as it would not be possible to treat all patients in the optimum way. Whilst an increase in discretion within the CMP led to innovative practice and may have been linked to a strong identity, the discretion that occupational therapists need to use to manage inadequate resources may have a different effect on their identity, and may lower job satisfaction. In order to assess the strength of occupational therapists' professional identity and use of discretion adequately, it is necessary for larger scale research to be carried out; this should occur within mainstream services, where the majority of occupational therapists are employed. By examining a mainstream environment, which is likely to be subject to financial pressures, it will be possible to test the impact of needing to use discretion due to inadequate resources, as opposed to discretion to foster innovation as occurred within the CMPs.
